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4 Reproductive Health

Theconcept of reproductive healthrepresentsa
new approachto research and policy regarding
maternal and infant healthand women’ shealthin
the 1990s. Thisapproach articulatesthetotality

of health needsin reproduction by women and
men. It encompasses, among other things, family
planning, quality of health careservices, preven-
tion and treatment of sexually transmitted diseases
and other reproductivetract infections, and
prevention and management of infertility.* Also,
socioeconomic factorsare considered along with
health factors.? Evidence suggeststhat thevarious

elementsof reproductivehealth are strongly
interrelated, and that improvementsin onearea
will result in gainsin other areasaswell.

Reproductivehealthisanimportant topicfor Utah
women. 1n 1994, UtahrankedfirstintheU.S.
with ageneral fertility rate of 85.9. (Thegeneral
fertility rateisthe number of livebirthsper 1,000
females, 15to 44 yearsof age.) Utah’sfertility
rate has been higher than the national rate since
1970.

C Prenatal Care

TheHealthy People 2000 goal isfor 90 percent of
all pregnant womento begin prenatal careinthe
firsttrimester. Accordingtothe American Public
Health Association’ sPublic Health Report Card,
Utah ranksthirdinthe nation for adequate prena-
tal care. During 1995, 84 percent of mothers
deliveringin Utah received prenatal careinthe
first trimester, 13 percent in the second, and 3

percent in thethird trimester. Womenwho
received no prenatal careaccountedfor 0.4
percent (152 births) of all livebirthsduring 1995.3
Whilethe Utah rate of first trimester prenatal care
remainsbelow the Healthy People 2000 goal,
somehealth caredelivery systemshaveachieved
or arecloseto achieving that goal (seefigure
below).

Per centage of M other sReceiving Prenatal Carein the
First Trimester, Utah 1995

Percent
State Total 84%
Healthy People 2000 Goal 90%
Two Utah Health Plans 88-91%

Source: Bureau of Vital Records, Utah Department of Health;
FHP of Utah and IHC Health Plans, Inc.
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Women of other racial/ethnic backgroundsare
lesslikely toreceiveearly prenatal carethan are
whitewomen. Among whitewomen, 86 percent
enter careearly, whileonly 71 percent of Asian/
Pacificlslander, 70 percent of African American,
and 59 percent of American Indian women enter
careinthefirsttrimester.®

Women who enter carelateor not at all aremore
likely to belesseducated, from racial/ethnic
minority popul ations, unmarried, to report al cohol
and tobacco use during pregnancy, and have had
more pregnanciesthan women who enter care
early. Amongwhitewomen, 0.2 percent reported
no prenatal care, while 2 percent of American
Indian, 1 percent Asian/Pacificlslander,and 0.7
percent of African American women reported no

care. Of women entering prenatal careinthefirst
trimester, 87 percent were married and 13 percent
unmarried. Women receiving no prenatal care,
wereequally divided between married (48%) and
unmarried (52%) women. Early entry into prena-
tal careisalsorelated to age; mothersunder age
18 and those older than 44 are lesslikely to enter
prenatal careearly. Womeninrural communities
arealsolesslikely to accessearly prenatal care.

Prenatal careisanimportant predictor of pre-term
delivery andlow birthweight, which strongly
influenceinfant health. Therisk of alow birth
weight infant isthreetimeshigher for women not
receiving prenatal careasfor womenwho begin
prenatal careinthefirst trimester (19% versus
6%).

Percentage of Babies That Were Low Birth Weight
by the Mother's Prenatal Care Status, Utah, 1992-1994
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Source: Bureau of Vital Records, Utah Department of Health
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C Family Planning

)

Unintended Pregnancies

Unintended pregnancy includesthosethat are not
planned, but desired (mistimed), and thosethat
areunplanned and not desired (unwanted). Na-
tional datafor 1987 indicatethat 57 percent of all
pregnancieswere unintended at thetime of
conception.* Inthat study, alittle morethan half
(51%) of unintended pregnanciesendedin abor-
tion.

Unintended pregnanciesoccur among women of
all childbearing years, but higher proportionsof
pregnanciesareunintended for older and younger
women. The percentage of birthsfrom unin-
tended pregnancieshasbeenincreasing. Of
unintended pregnancies, 47 percent occur among
women using reversible contraception and 53
percent occur among women using no contracep-
tion.*

Proportion of All Pregnancies That Were Unintended
by Age of Mother, United States, 1987
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Sources: USA Data: The Best Intentions Unintended Pregnancy and the Well-Being of Children and Families,

Institute of Medicine, 1995, Table 2-2, p. 32.

Utah Department of Health

-29.

Women’sHealthin Utah



Women' sHealth in Utah 1996

ReproductiveHealth

Spacing of Pregnancies

Close spacing of pregnanciescan contributeto
poor pregnancy outcomes. Inarecent study, short
intergestational periodsresultedinanincreased
incidenceof low birth weight and preterm births.>
Appropriate spacing of pregnanciescan contribute
to ahealthy outcomefor mother and infant,
optimizethe parent-child relationship, and con-
tributeto thechild’ sdevelopment.

Of 79,312 (other thanfirst born) infantsborn
between 1992 and 1995 for whom the date of the
previouschild’ shirthwasknown, 19 percent
(15,316) werebornwithin 12 monthsof an older
sibling’shirth. Infantsborn after ashort
interpregnancy interval wereat higher risk of
preterm birth andlow birthweight. Utah mothers
who weredelivered of infantsafter ashort
interpregnancy interval weremorelikely to be
unmarried, to havelesseducation, gained less
weight during pregnancy, and weremorelikely to
usetobacco or alcohol than other Utah mothers.

Family planning allowswomen andtheir partners
to choosethetiming of apregnancy. Family

planning servicesin Utah areavailablethrough
local health departmentsand community and
privateproviders. In1991, oral contraceptives
werethemost frequently selected method of
contraception among women seeking family
planning services.

Utah Medicaid coversfamily planning services
for eligiblewomen. Women of child-bearing
yearsareeligiblefor Medicaidif they arereceiv-
ing afinancial payment such asAid for Families
with Dependent Children (AFDC), haveadisabil-
ity, or are pregnant. Womenwho qualify for

M edicaid becausethey arepregnant only maintain
eligibility for two monthsafter the birth of the
baby. They canonly receivefamily planning
servicesthrough M edicaid for thosetwo months
and are not eligible again until they become
pregnant onceagain. Hence, many womenin
need of family planning servicesto adequately
space pregnancies, cannot recievefamily planning
through Medicaid.

Proportion of Utah Live Born Infants® With Low Birth
Weightb or Who Were Delivered Prematurely® According to
Interval Between Pregnanciesd, Utah 1992--1995
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% interval between pregnancies is the time from one live birth to the estimated data of conception of the pregnancy resulting in the next live born infant

Source: Bureau of Vital Records. Utah Denarment of Health
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C Obstetric Complications

)

Obstetric complicationsmay contributeto mater-
nal, fetal, and neonatal morbidity and mortality.
Such complicationsarelargely preventable
through appropriate prenatal and obstetric care.

A recent study by the Agency for Health Care
Policy and Research (AHCPR) compiled obstetric
complicationratesfrom 13 states. Therate of
complicationsof obstetric carewasdefined asthe
number of patientsout of every 100 deliveries
withadiagnosisor procedure codeindicating
fourth degreelacerations, hemorrhageor transfu-
sions, pulmonary, cardiac, central nervoussystem,
or anesthesiacomplicationsobstetric shock, renal
failure, puerperal infection, air embolism, disrup-
tion of cesarean or perineal wound, breast abscess,
or other obstetric complications. (Note: This
definitiondiffersfrom that used for theHealthy
People 2000 objectivefor obstetric complica-
tions.)

Illinoishad thelowest obstetric complication rate
among thethirteen selected statesin that 1992

Trend of Obstetric Complication Rate in Utah

1992-1994
-
6.2
6.0
6! 538
851
o
2
S 4t
o
o
—
o 3
Q
@
g 2
.
0
1992 1993 1994

Obstetric complications were defined as for HCUP-3, AHCPR study.

Source: Utah Hospital Discharge Database.
Office of Health Data Analysis, Utah Department of Health

study. Of western states participating in that
study, theratesfor Utah, Arizona, and California
werecomparable, ranging from5.70t05.82 per
100deliveries, whileCol orado and Washington
rateswere substantially higher. Therate of
obstetric complicationsin Utahincreased slightly
from 1992t0 1994.

1992 Rates of Obstetric Complications for Utah and
Selected States Participating in HCUP-3*

Utah |5.8
Arizona 5.7
California 5.8
Colorado 8.2
Florida 6.0
lowa 7.0
lllinois 5.1
Massachusetts 8.3
New Jersey 6.6
New York 6.0
Pennsylvania 6.5
Washington 7.6
Wisconsin 7.0
0 1 2 3 4 5 6 7 8 9

Obstetric Complications per 100 Deliveries
Source: AHCPR HCUP-3 Quality Indicators Project, Utah Hospital Discharge Database

" Note: Thisindicator was devel oped by the Agency for Health Care Policy and Research (AHCPR)
through the Healthcare Cost and Utilization Project (HCUP-3). The benchmark resultsfor the twelve
statesthat participated in HCUP-3 arereprinted here with permission from AHCPR.
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C Insurance and Hospital Care )
M ost Utah women haveinsurancethat covers Theaveragelength of stay for maternity hospital-
maternity care. In 1994, managed care health izationsdecreased in Utah from 1992 to 1994.
planscovered 33.4 percent and M edicaid 26.2 On average, Utah women spent 2 daysinthe
percent of maternity hosp|ta| izationsin Utah; hospltal for maternity- related conditionsin 1992,
indemnity insurance (Blue Cross/Blue Shield and and 1.8 daysin 1994. Self-paid mothershadthe
other commercial) covered 32.0 percent. The shortest hospital stays. Medicaid motherswere
proportion covered by indemnity insurancede- asodischarged slightly earlier than those cov-
clined from 36.6 percentin 1992. Self-paid ered by other types of payers. Thisdecrease has
maternity hospitalizationsincreased from 1.4 caused public concern about the healthimpact
percentin 1992 to 3.7 percent in 1994. that shorter hospital staysmight have on mothers
andinfants.

Percentage of Maternity Hospitalizations by the Primary
Payer, Utah 1992-1994
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Source: Utah Hospital Discharge Database.
Maternity Hospitalization is defined as major diagnostic category (MDC) 14.
Average Length of Stay For Maternity Hospitalization
by Primary Payer, Utah 1992-1994
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Maternity Hospitalization is defined as major diagnostic category (MDC) 14.
Outliers were excluded.
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C Maternal Mortality

Maternal death isadevastating event dueto the
relatively young ageand lost potential of it’s
victims. Children of familiesexperiencing mater-
nal death areleft without the support and guidance
of their mothers. Thoroughidentificationand
review of maternal deathsiscritical inorder to
definestrategiesfor prevention. Thissection
comparestheresultsof maternal death reviewsfor
the United Statesand Utah.

The 1991 Centersfor Disease Control and Preven-
tion (CDC) maternal mortality review guidelines
defined amaternal death asany death occurring
during pregnancy, or withinoneyear after termi-
nation of pregnancy, resulting from complications
of the pregnancy itself, by achain of events
initiated by the pregnancy, or by theaggravation
of anunrelated condition by the physiologic or
pharmacol ogic effectsof the pregnancy.®

The CDC study reviewed all maternal deaths
identifiedintheU.S. from 1979 through 1986.
Thematernal mortality ratiofor that time period
was 9.1 deaths per 100,000 live births. Therisk of
maternal deathincreased with ageand washigher
among women of black and other minority races
than among whitewomen for all agegroups. The

risk of maternal death washigher for thosewith
lesseducationin all agegroups. Theleading cause
of death after thedelivery of alivebirth was
pulmonary embolism.’

TheCDC published findingsfrom their ongoing
review of maternal deathsfor theyears 1987
through 1990.6 From 1987 to 1990, the maternal
mortality ratioincreased from 7.2t0 10.0 per
100,000 livebirths. Itisthought that increased
effortstoimprovereporting of maternal deaths
contributed to that increase.

A retrospectivereview of maternal deathsin Utah
for theyearsof 1982 to 1994 wasrecently com-
pleted. The CDC'’ sdefinition of maternal mortal-
ity wasused to allow comparisonsbetween Utah
and U.S. data. During thethirteenyearsincluded
inthisreview 62 maternal deathswereidentified
inUtah. During that sameinterval, 484,789 live
birthswereregistered in the state of Utah, result-
inginan overall maternal mortality ratio of 12.8
per 100,000 livebirths, somewhat higher thanfor
theoverall U.S.2 Thehigher risk of maternal
mortality found in Utah may be dueto more
complete ascertainment of pregnancy-related
deaths.

Maternal Deaths per 100,000 Live Births*
Utah, 1982-1994
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Theagesof womenwho died of pregnancy Therisk of maternal death increased withincreas-
related complicationsduring theUtahreview ing maternal age (seefigurebelow).
ranged from 15 to 39, with amean of 27.7 years.

Maternal Mortality Ratio and Number of Deaths (n)
According to Maternal Age
Utah, 1982-1994
27.1 (n=9)
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15-19 20-29 30-34 35-39

Age Group

Source: Perinatal Mortality Review Database, Utah Department of Health

Onaverage, women dying of pregnancy related risk of maternal deathincreased with anincreas-
complicationshad been pregnant 3.1 times(in- ing number of previousbirths (seefigurebelow).
cluding the pregnancy resulting in death). The

Risk of Maternal Death According to the Number of Prior
Live Born Infants, Utah, 1982-1994
15.9 (n=4)
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Source: Perinatal Mortality Review Database, Utah Department of Health
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Of the 62 womenwho died, 85.5% (N=53) were
married; 87.3% (N=54) werewhite, 4.8% (N=3)
Asian-American, 4.8% (N=3) Hispanic, 1.6%
(N=1) Native Americanand 1.6% (N=1) Iranian.
Theaverageeducationwas12.4 yearsfor women
inthisreview.

Theclassictriad of causesof maternal death;
hemorrhage (N=8), infection (N=5) and pre-
eclampsia/eclampsia(N=3) remainedimportant

Utah Department of Health
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contributors(16/62 or 26%). However, trauma
(N=10), pulmonary embolism (N=10) and mater-
nal cardiac disease (N=9) accounted for 47% (29/
62) of maternal deathsin the Utah study. Im-
provementsin prevention, earlier diagnosisand
aggressivetreatment of these conditionswill be
needed to achievethe PublicHealth Service
objective, a50 percent reductioninthematernal
mortality ratio by theyear 2000.
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C HIV/AIDS and Other Sexually Transmitted Diseases )
HIV/AIDS

Through June 30, 1996, 111 Utah women have Nationally, AIDSandHIV infectionrateshave
beenreportedto have AIDS; thisrepresents 8.6 been increasing morerapidly amongwomen than

percent of the 1,289 AIDS casesreported in Utah among men. InUtah, theproportionof AIDS
since1983. Anadditional 76 HIV infectionshave  occurringamongwomen hasremained stable, at
been reported in Utah women, 12.2 percent of the about 10 percent, sincethe beginning of the

622 total HIV infection casesreported. epidemic.

Reported AIDS Cases in Utah, by Gender, 1983-1995
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Source: Bureau of HIV/AIDS, Tuberculosis/Refugee Health, Utah Department of Health
HIV/AIDSamong Utah menismost often ac- injecting drug use (IDU) (seefigureon next

quired by same-sex contact (68 percent of 1,724 page). Most womenwho acquired HIV through
HIV and AlDScasesreported through June1996),  heterosexual contact had asex partner who
Incontrast, HIV/AIDSamong Utahwomenis injecteddrugs.

most often acquired by heterosexual contact or
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Reported Cases of HIV or AIDS Among Utah Females
by Risk Group, 1983 to June 1996
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Source: Bureau of HIV/AIDS, Tuberculosis/Refugee Health, Utah Department of Health

HIV and AIDSdisproportionately affect Utah
women of color. Of HIV and AIDS casesre-
ported through June 1996, 19 percent wereamong

black women, and 11.8 percent among Hispanic
women. By contrast, of the estimated 1994 Utah
population, only 0.7 percent wereblack and 6.1
percent Hispanic.

Gonorrheaand Chlamydia

Gonorrheaand chlamydiacausefemalecervical
infectionsthat are usually asymptomatic, but if
untreated, thoseinfectionscan progressto pelvic
inflammatory disease (PID). PID canresultin
tubal scaring andinfertility, increasetherisk of
ectopic pregnancy, and causechronic pelvic pain
that can necessitate hysterectomy.®

Utah Department of Health
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In1995, 120 uncomplicated gonorrheacases(12.1
per 100,000 women) and 1,310 chlamydiacases
(132.6 per 100,000 women) werereportedin Utah
women (seefigureon next page). Despiteits
serioussequel ae, chlamydiahasbeen anunder-
recognized problem, partly because diagnostic
testshave not been widely availableuntil recently.
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Theactual number of Utah women affected by

chlamydiaiscertainly much higher, because most

women are asymptomatic, screening testsare
underutilized, and currently used testsmissupto

Chlamydia

onethird of infections. Both chlamydiaand

gonorrhearatesare highest among adol escent

girlsand youngwomen (seefigurebelow).

Reported Chlamydial Infection Rates Among Utah Womer
by Age, 1995
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Pelvicinflammatory diseaseisalso substantially In 1992 through 1993, about 2 in every 10,000
under-recognized. Whilesomewomen become Utahwomenwerehospitalized for PID, resulting
severely ill and requirehospitalization, others innearly $1.7 millionin hospital charges.®

have much lesssevere symptoms, although the
damageto fertility can bejust as seriousfor
women with apparently mildillnessasfor those
whoareseverelyill.*°

Sexual Behavior

Dataon sexual behavior of Utahwomen and girls Bureau of HIV/AIDS, Utah Department of
areinadequate. Animportant sourcemightbethe  Health, inconjunctionwith ananonymousHIV
CDC-sponsored Y outh Risk Behavior Survey,but  seroprevalencestudy (1988t0 1992). Characteris-
in Utah, that survey does not ask questionsabout ticsof thewomeninthat survey areprovidedin
sexual behavior that are asked in other states. thetablebelow.

A survey of women receiving reproductive health
careservicesin Utah was conducted by the

Characteristicsof Women in theUtah Department of Health’s
AnonymousHIV Seroprevalenceand Sexual Behavior Survey,

1988-1992
Respondents’ Percent of
Characteristics Respondents
White Race 85%
Age
< 20 years 24%
20-24 years 34%
25-29 years 21%
30 + years 21%
Education
Less than High School 21%
High School Graduate 35%
Some College 33%
College Graduate 12%
Married 16%
HIV-infected* 0.03%

* HIV seroprevalencerateisfor the entire survey; not al participated in the
sexual behavior study.
Source: Bureau of HIV/AIDS, Utah Department of Health
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Though only 0.03 percent of womeninthe that would place them at risk of acquiring HIV or
seroprevalencesurvey wereHIV-infected, a other sexually transmitted diseases (seefigure
substantial proportion of thosewho participatedin ~ below).

thebehavioral survey reported sexual behaviors

High Risk Sexual and Other Behaviors Reported by 7,412
Women Participating in Anonymous Sexual Behavior Study
July 1, 1988-June 30, 1992

> 3 sex partners in last
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Sex with man at high or
unknown risk of HIV

Past diagnosis of STD

Anal intercourse
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Percent
Source: Bureau of HIV/AIDS, Utah Department of Health
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